Palliative care provision in acute and critical care settings: What are the challenges?
Patterns of dying and death are changing worldwide. Most people state their preference to die at home, yet the majority of deaths in developed countries occur in acute hospital settings. 1 Concerns about the management of pain and other symptoms at home, feelings of uncertainty, caregiver burden, 2 limited resources and geographic challenges for rurally-located patients 3 contribute to the decision to seek hospital admission at the end of life.
Traditionally, acute hospitals operate on a biomedical model of health care, where the focus of care is on cure. This can mean that unless a person is recognised as terminal or actively dying at the point of admission, differentiating between dying and deterioration from a reversible condition is inherently difficult. 4 Even with a diagnosis of a life-limiting illness, receiving timely end-of-life and palliative care can be difficult. In a survey designed to measure palliative care need amongst patients in two acute hospitals, more than one third were identified as having palliative care needs. 1 Even with access to prognostication tools designed to aid clinicians in recognition/diagnosis of dying, and prior knowledge of a patient's life-limiting diagnosis, the priority to treat, and the momentum towards life-saving and resuscitation that predominates acute hospitals can result in a person's end-of-life and palliative care needs remaining overlooked. This is perhaps even truer when a person's goals and preferences for care are not known.
Ideally, an Advance Care Plan or similar document would exist to guide decision-making and ensure a person's care is person-centred and determined according to their values, goals and preferences, in the event they are no longer able to contribute to discussions and decisionmaking. Unfortunately however, the uptake of Advance Care Plans remains low. 5 When an Advance Care Plan does not exist, an opportunity for open communication through which a person is able to explore and talk with members of their treating team and their family about their beliefs and wishes, what is important, and to what extent treatment and interventions would be desired. Unfortunately, not all deteriorating patients are afforded this opportunity. Shared decision-making is among the top priorities for hospitalised patients 6 and in the absence of clear directives, families may be asked to contribute to care planning and decisions. A recent Australian audit of acute hospital deaths found some evidence of family involvement in endof-life decision-making in just over 90% of cases yet there was insufficient detail to determine whether family were active contributors to the decision-making, or simply present as decisions were made by treating teams. 5 Interestingly, the work of Luo and colleagues 3 published in this issue, suggests that for cancer patients admitted to an acute hospital, family involvement in decision-making may result in more aggressive care, such as admission to the Intensive Care Unit (ICU). 3 Even though ICU admission may reduce the risk of in-hospital death, it may also result in a person receiving aggressive care that is inconsistent with their life-limiting diagnosis and expressed goals or wishes 3 . This raises the question of whether ICU admission for the cancer patient receiving palliative care aligns with their current care preferences, or whether the admission is more reflective of the family's desire to buy more time, irrespective of the patient's life-limiting diagnosis or advanced state. The findings of Luo et al.'s study, also suggested that given the patterns of complex comorbidity in cancer patients receiving palliative care, clinical decisions should involve proper selection of appropriate care pathways to avoid excessive and ineffective end-of-life care. 3 Obviously, in some circumstances, ICU admission is appropriate and necessary at the end of life, such as is the case for burns patients. In cases such as these, end-of-life care may be the primary focus of care following a planned withdrawal of life-sustaining treatment. 7 Ribiero, Pereira, Gomes and Nunes 8 provide a systematic review, included in this issue, in which they investigated whether patients, families and healthcare teams benefit from the integration of palliative care in burns ICUs, prioritising comfort according to the patient's needs, particularly when there is no hope for recovery. 8 Their review identified that all included studies referred to the integration of palliative care in this setting, yet none of the studies specified how palliative care was integrated, or what was meant by integration. 8 The findings do however suggest that integration of palliative care in the burns ICU was beneficial for decision-making, symptom control, spiritual care and patient's quality of life. 8 An interesting finding was that when burns patients were unable to express their preferences, just as described earlier, families were asked to share and participate in the decision-making process. Yet this had negative psychological consequences for family members, thought to be attributed to the sudden life changing nature of a critical event like a burn, especially compared to a chronic illness. 8 
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Of significance, and underpinning all of the challenges associated with the provision of end-of-life and palliative care in acute care and critical care settings, is the importance of communication. Patients and families appreciate honest, respectful and compassionate communication and knowing someone is available to listen. 6 Opportunities for early and ongoing communication between the person with a life-limiting illness, their families and clinicians is the ideal, but also complex, particularly in critical care settings. Recent research conducted across two countries identified that how ICU clinicians navigate family communication at the end of life in the ICU is an important contributor to the therapeutic relationship and family acceptance. 7 The findings suggest that clinicians must first identify who is who in the family, and who to direct their conversations to in order to build connections with family who may be willing to engage in end-of-life conversations. Working out how to frame communication with families was considered to be just as important as what might be communicated; with word choice and watching for cues from family important. 7 The timing of when to broach end-of-life conversations and what information is appropriate and necessary for families to feel informed and included is also key. 7 Even with what is known, and with the breadth of expertise of clinicians, health care organisations have largely failed to develop systems that prioritise communication and ensure it is embedded and prioritised as part of routine care for every dying patient in hospital. 6 Acute hospital care for the person with palliative care needs also manifests a focus on the management of comorbidities and symptoms. While this focus is important, care which prioritises patients' physical needs might mean that other less tangible needs of the palliative care patient can be overlooked. Opportunities to explore psychosocial and spiritual support needs, consider existential issues, and talking about what is important to the person who is facing death may be underaddressed. 9 One potential solution to this is the use of personal narratives, offered as part of palliative care provision across care settings, to reduce psychosocial and existential suffering. Described in this issue, examples include opportunities for patients to work with specially trained facilitators in dignity therapy and life reflection in order to make meaning of their life. 8 Such interventions are able to relieve psychosocial and existential suffering and improve quality of life, but are most effective when recurring sessions over a longer time frame are facilitated. 8 Hence, earlier opportunities for palliative care patients to participate in personal narrative interventions, such as dignity therapy is the ideal.
In summary, the provision of palliative and end-of-life care is challenging across acute and critical care settings; first because the provision and acceptance of palliative care is almost always preceded by the person's realisation that they have a life-limiting illness. Second, in acute and critical care settings, the additional challenge is in finding the balance between clinical imperatives to treat and the need to ensure care is person-centred, aligning with the person's wishes in the context of their life-limiting diagnosis. If rates of in-hospital deaths are going to continue to rise, further research and policy work is urgently needed to find the optimal way forward for palliative care provision in acute care settings.
